INTRODUCTION
Northern Ireland was beset by civil disturbances for the 25 years until the ceasefire declarations in late 1994. During that time well over 3,000 people were killed and many times that number seriously injured. A number of studies have been carried out during the period of the civil disturbances to examine the effects that they have had on the mental health of the population. Lyons, who examined the number ofreferrals, hospitalization rates and suicide rates when the civil disorder first broke out in 1969, found no increase in more serious, i.e. psychotic types of psychiatric illness." 2 He felt that there was, however, some effect on the population, and called this an increase in "normal anxiety". There would appear to be some evidence especially in urban areas where civil violence occurs, of increases in tranquillizer consumption with the risks of dependence.3'4 A community based study found that there was some negative relationship between the violence and an individual's psychological well-being. 5 In a review Curran concluded that the violence has not resulted in any obvious increase in psychiatric morbidity.6 He suggested a number of reasons as to why this might be: non reporting of illness, migration ofthe ill, denial of or habituation to the disturbances, a latency period, catharsis, improvement of those already ill and improved community cohesion. Overall Curran felt that there was a balance of effects with, on the one hand, a certain number of people experiencing psychological distress and, on the other, some gaining protection against psychiatric morbidity. Curran' s own group, in a series ofpapers, reported on over 700 litigants.7'8 They found that over 25% suffered from an anxiety state, 15% from a depressive neurosis and, using Diagnostic Statistical Manual (DSM-III-R) criteria, 23% from P.T.S.D. Just over 11% of the group were referred to psychiatric out-patients and a further 4.5% required in-patient psychiatric treatment.
Comparison of the percentage of individuals diagnosed as ill with the number referred for specialist treatment would suggest that either the general practitioners felt confident enough to treat their patients themselves or that the illnesses were not sufficiently recognized, the latter a point suggested by Curran's own group.7
It is quite possible that, as postulated by Curran Table I .
Seventeen per cent of respondents said they were very aware of P.T.S.D., 60% quite aware and 23% only vaguely aware of the condition. In DSM-III-R, P.T.S.D. is diagnosed according to four criteria being fulfilled: a person is exposed to a threatening traumatic event which induces a severe emotional response (Criterion A); the event is persistently re-experienced e.g. nightmares, distressing intrusive memories (Criterion B); persistent avoidance of associated stimuli and numbing of general responsiveness e.g. loss of interest, feeling of detachment from others (Criterion C); hyperarousal e.g. sleep disturbance, 
